Acute auriculocephalic angle refers to an ear with helix that is spaced closely to the cranium. It is the reverse of prominent ear, the most common type of ear deformity. Acute auriculocephalic angle is distinct from cryptotia in that the skin over the ear cartilage is not continuous with the scalp. Patients commonly complain of small ears based on subjective judgment and inconspicuous profile of the ear from frontal view.
INTRODUCTION
Acute auriculocephalic angle refers to an ear with helix that is spaced closely to the cranium. It is the reverse of prominent ear, the most common type of ear deformity. Acute auriculocephalic angle is distinct from cryptotia in that the skin over the ear cartilage is not continuous with the scalp. Patients commonly complain of small ears based on subjective judgment and inconspicuous profile of the ear from frontal view.
Compared with other otoplastic entities, patients with acute auriculocephalic angle have received little attention. This trend is
Simple Aesthetic Correction for Patients with Acute Auriculocephalic Angle
Background: Acute auriculocephalic angle refers to an ear with helix that is spaced closely to the cranium. An increasing number of patients with acute auriculocephalic angle wish to undergo corrective operation for aesthetic purposes. However, there is a paucity of data regarding acute auriculocephalic angle. This paper proposes a treatment protocol for patients with acute auriculocephalic angle.
Methods:
We performed a retrospective analysis of patients undergoing acute auriculocephalic angle (4 patients, 6 ears). Patient records were reviewed for demographic data as well as auricular measurements at preoperative, immediate postoperative and final follow-up evaluations. Results: All of the patients were men with a mean age of 36.5 years (range, 23-52 years). The mean follow-up period was 47.5 months (range, 28-60 months). Postoperative auriculocephalic angle was close to the normal auriculocephalic angle (25˚-30˚) without notable scars. Moreover, the patients had minimal contractions of the skin flaps without any hematoma or relapse.
Conclusion:
We propose the following three treatment protocols for patients with acute auriculocephalic angle: the posterior auricular muscle should be sufficiently released, the mastoid area should be augmented using implants, the skin should be repositioned with a superior auricular flap. changing, however, with more patients expressing desire to undergo operative intervention for aesthetic purposes. However, there is a paucity of report regarding the treatment of acute auriculocephalic angle. In this study, we review a case series of patients undergoing auriculocephalic angle operation and propose a treatment protocol.
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METHODS
Study setting and patient evaluation
Upon Institutional Review Board approval, a retrospective review was performed for all patients (n=4) who had undergone acute auriculocephalic angle between January, 2009 and January, 2013.
The ear position was evaluated using the perpendicular distance
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extending from the midpoint of helical rim to the mastoid skin ( Fig. 1) . To avoid the variations in the thicknesses of helices, we used the point along the helical edge that is closest to the scalp as the reference.
Demographic data and auricular measurements were collected from each patient. Auricular measurements were obtained using surgical calipers preoperatively, immediate postoperatively, and final follow-up (Tables 1, 2 ).
Surgical technique
The operations were performed under local anesthesia. From the anterior point where the ear diverges from the scalp, a line was drawn along the retroauricular sulcus to the upper midpoint of posterior ear. Next, a line was drawn from the superior crus of the antihelix to the retroauricular sulcus line drawn previously. This resulted in a inverse Y-shaped design (Figs. 2, 3 ).
After the elevation of the Y-shaped flap, the posterior auricular muscle was identified and carefully incised. This was followed by undermining the upper half of the hair-bearing area over the mastoid, just deep to the periosteum according to the outline of silicone implant to be implanted. A crescent-shaped silicone implant was sculptured to an overall length less than half the ear height. The alloplastic implant was inserted under the periosteum and then fixed with 3−0 nylon suture to prevent implants shifting (Fig. 3) . The Y-flap was advanced and closed as a V-flap with 5−0 nylon. A mild compression dressing was maintained for two days without any drain. The wound was protected in additional dressing for additional 7 days.
RESULTS
Baseline characteristics
All of the four patients were male, with a mean age of 36.5 years (range, 23−52 years). Two patients underwent bilateral operation, with the remaining two requiring unilateral operations. The patients were followed up during a mean period of 47.5 months (range, 28−60 months).
Postoperative outcomes
Postoperatively, patients achieved a well-preserved contour of the ear, with auriculocephalic angles close to normal auriculocephalic Table 1 . The shortest perpendicular distance extending from the midpoint of the helical rim to the mastoid skin Our clinical series consists of four men, whose ears are more exposed than women, which may explain why men may be more eager to undergo surgery.
Acute auriculocephalic angle is corrected by increasing the angle made between the ear and the cranium to form a natural 3-dimensional structure of the auricle without blunting the inner ear folds.
We propose the following three treatment protocols for patients with acute auriculocephalic angle:
(1) The posterior auricular muscle should be released sufficiently. Guerra et al. [2] reported that 98% of patients had posterior auricular muscle. There is a linear relationship between the projection of ears and the insertion site in the posterior auricular muscle [3] . Other factors are also involved in the etiology of protruding and lop ears, although intrinsic and extrinsic muscles play major roles in the ultimate shape and position of the auricle. Based 
